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The Economic Rationale for Investing in Social Interventions
Informed by the Triple Aim, public and private payers are introducing payment models that hold providers financially accountable for patient health and the costs of treatment. These models-including capitated, global, and bundled payments, shared savings arrangements, and penalties for hospital readmissions-give providers economic incentives to incorporate social interventions into their approach to care. For example, in October 2012, the Centers for Medicare and Medicaid Services penalized 77 percent of safety-net hospitals for excess readmissions of patients with heart attack, heart failure, or pneumonia. Meanwhile a review of 70 studies found that unemployment and low income were tied to a higher risk of hospital readmission among patients with heart failure and pneumonia.
To be certified as a patient-centered medical home (PCMH) or Medicaid health home, providers must integrate social supports into their care models. And these certifications almost always trigger higher levels of reimbursement. More than 40 states have adopted PCMH programs, providing important funding opportunities for qualified providers. Even if new payment models do not require social interventions, many providers have concluded that they are essential to achieving quality metrics and earning available revenue.
Beyond these direct economic benefits, providers that incorporate social supports into their clinical models can also reap indirect economic benefits. Patient satisfaction rises when providers address patients' social needs, engendering loyalty. Patient satisfaction can also affect the amount of shared savings a provider receives from payers. Providers that include social supports in their clinical models also report improved employee satisfaction. And interventions that address social factors allow clinicians to devote more time to their patients, allowing them to see more patients and improving satisfaction among both patients and clinicians.
Strategies to Meet Patients' Social Needs
A range of tools, both broad and targeted, are available to providers to address patients' unmet social needs. Broad interventions-usually provided at primary care clinics-link clinic patients to local resources that can address their unmet social needs. For example:
• Health Leads, which operates in hospital clinics and community health centers in six cities, enables health care providers to write prescriptions for their patients' basic needs, such as food and heat. Trained volunteers who staff desks at the hospitals and clinics connect patients to local resources to address those needs. Across all sites, Health Leads 8 ADDRESSING PATIENTS' SOCIAL NEEDS: An Emerging Business Case for Provider Investment volunteers addressed at least one need of 90 percent of patients referred to them.
• Medical-Legal Partnerships (MLPs) place lawyers and paralegals at health care institutions to help patients address legal issues linked to health status. This program has had marked success: an MLP in New York City targeting patients with moderate to severe asthma found a 91 percent decline in emergency department visits and hospital admissions among those receiving housing services.
Targeted interventions, in contrast, link individuals with chronic or debilitating medical conditions to social supports as part of larger care management efforts. For example, in the Seattle-King County Healthy Homes Project, community health workers conduct home visits to low-income families with children with uncontrolled asthma. Urgent care costs for participants in a high-intensity intervention were projected to be up to $334 per child lower than among those receiving a less intensive intervention. The share of individuals using urgent care services also fell by almost two-thirds during the intervention.
Looking Forward
As more low-income people gain health care coverage, evidence on which interventions are most cost-effective in addressing their social needs and improving their health will grow, and value-based reimbursement will become standard across payers. With these changes in the health care landscape, the economic case for provider investment in social interventions will become ever more compelling.
INTRODUCTION
Social and economic factors such as income, educational attainment, access to food and housing, and employment status have a profound impact on health. In fact, these nonmedical factors account for as much as 40 percent of health outcomes.
1 Nonetheless, until quite recently, clinicians rarely addressed patients' unmet social needs. Payments to health care providers were tied to procedures, visits, and discharges, so providers had limited accountability for clinical outcomes, and little financial incentive to integrate interventions targeting social needs into clinical care. Health policy, too, focused on providing and paying for interventions that address medical needs, not social needs. And payers had little incentive to cover social interventions that promised long-term clinical and financial rewards when their low-income enrollees regularly churned on and off coverage. Finally, evidence that interventions that target social needs actually improve health and reduce health care costs was limited.
However, changes in the health care landscape are catapulting social determinants of health from a topic for academics into an on-the-ground reality for providers. With more low-and modest-income individuals gaining access to stable coverage through the Affordable Care Act (ACA), a growing focus on the "Triple Aim" of better care, better health, and reduced costs, and the advent of value-based purchasing and other outcomes-based payment models, providers have a strong business case to invest in interventions that address patients' social needs. 2 What was once a path pursued by a handful of mission-driven providers and grant-funded social services organizations may soon become the standard of care, demanded by payers, policymakers, and consumers alike. This report explores the impact of social factors on patient health and health care costs, and the growing relevance of such factors in today's health care environment. Informed by published research and interviews with more than 25 experts, we point out the direct and indirect economic benefits that may inure to providers who address patients' unmet social needs.
We also identify specific strategies and interventions that providers can use to target patients' social needs, and provide evidence for their success in ameliorating social need, improving patient health, and reducing patient costs. For providers unable or unwilling to invest in social interventions, the report suggests several alternative opportunities for funding them. Overall, this exploration shows how social and economic imperatives are converging to create an economic rationale for providers to integrate interventions that target social determinants of health into clinical care.
IMPACT OF THE CHANGING HEALTH CARE LANDSCAPE
Several factors have coalesced to make 2014 an inflection point for the nation's health care system, potentially triggering the fundamental shift from an illness-focused system to the health-focused system called for by policymakers.
3 First, the major coverage provisions of the ACA went into effect January 1, 2014: expanding Medicaid to adults with incomes below 133 percent of the federal poverty level (FPL), and providing subsidies to individuals and families with incomes up to 400 percent of the FPL. More than 32 million individuals could gain access to coverage under the ACA-the vast majority of whom will have low and modest incomes. For many of these individuals, their social and economic circumstances will be a defining feature of their health. Second, in light of the ACA's continuum of coverage options and streamlined eligibility and enrollment processes, health care coverage for low-and modest-income populations should become more stable, giving providers more opportunity to address patient health, including the social needs that affect it.
This new coverage paradigm is occurring in a health care system poised to change. Six years ago, the Institute for Healthcare Improvement (IHI) articulated a vision for a new health care system organized around the Triple Aim of improving population health, improving the patient experience of care, and reducing the per capita cost of care. 4 Since then, the Triple Aim has become an organizing framework for growing numbers of public and private systems of care. While the powerful role social and economic factors play in health outcomes and population health had been well documented, the Triple Aim injected patients' social needs into the health care continuum.
5
The ACA took that development one step further by establishing the Center for Medicare and Medicaid Innovation (CMMI), and appropriating $10 billion from 2011 to 2019 to test "innovative payment and service delivery models to reduce program expenditures… while preserving or enhancing the quality of care" for individuals who receive benefits under Medicare, Medicaid, or the Children's Health Insurance Program.
6
CMMI has targeted much of its grant funding to testing payment and service delivery models that advance the Triple Aim. 7 Finally, new public and private payment models are holding providers accountable for health care quality and costs, offering both an imperative and a financial opportunity for providers to look beyond patients' medical needs. Notably, almost two-thirds of providers report that they are signing value-based contracts with commercial payers, and provider participation in contracts in which they share financial risk for health outcomes more than doubled between 2011 and 2013. That trend is likely to continue.
9

IMPACT OF SOCIAL NEEDS ON PATIENT HEALTH AND COSTS
Compelling evidence has revealed the impact of unmet social needs on people's health and longevity, and on health care spending:
• More illness. Poor health is closely tied to inadequate housing, food insecurity, and unemployment or underemployment. 10,11 Individuals with inadequate housing are more likely to experience lead poisoning, asthma, and other respiratory conditions.
12
Food insecurity is linked to a higher risk of chronic conditions and overall poor mental and physical health status. 13 Food-insecure individuals are 20 percent more likely to report that they have hypertension, and 30 percent more likely to report they have hyperlipidemia, than their food-secure counterparts.
14 Individuals who lose their jobs because their place of employment closes are 54 percent more likely to report that they are in fair or poor health and 83 percent more likely to develop a stress-related health condition such as heart disease or stroke.
15
• Shorter life expectancy. Better-educated adults have longer life expectancies. As of 2006, 25-yearolds with a bachelor's degree or higher were expected to live eight to nine years longer than their peers without a high-school diploma. 16 Babies born to mothers who have not finished high school are almost twice as likely to die before their first birthdays as babies born to women who have graduated from college. 17 Social factors are the direct cause of death for a large number of Americans. One study attributed some 133,000 deaths to individual poverty, 245,000 deaths to low educational attainment, and 162,000 to weak social support (a lack of social ties and relationships) in 2000. 18 Those figures are comparable to deaths that occurred from acute myocardial infarction (192,898) and cerebrovascular disease (167,661)-two of the leading reported causes of death in the United States.
19
• Increased health care spending. Unmet social needs are associated with higher rates of emergency room use, hospital admissions, and readmissions. 20 A recent study in California found that in the fourth week of the month, low-income individuals had a 27 percent greater risk of hospital admission for hypoglycemia than in the first week of the month, suggesting that their monthly food budget was insufficient. 21 Several of the 10 health conditions in 2011 that accounted for the highest health care expenditures are linked to unmet social needs, including heart disease, mental disorders, asthma, diabetes, hypertension, and hyperlipidemia. 22 
ECONOMIC INCENTIVES FOR ADDRESSING PATIENTS' UNMET SOCIAL NEEDS
The impact of social factors on patient health is playing out in new payment models that hold providers accountable for patient health and health care costs. These models give providers substantial economic incentives to incorporate interventions that target patients' social needs into their approach to care.
Capitated, Global, and Bundled Payments
Several payment approaches give providers a budget for managing covered services. Some arrangements, generally referred to as bundled payments, cover a limited number of services for a limited time period, or for an episode of care. Other arrangements, such as capitation or global payments, cover a comprehensive range of services for a fixed time period. Some payment models require providers to include social supports, while other models allow providers to choose to include these supports to manage patient care effectively within a fixed budget. In Oregon, coordinated care organizations (CCOs) receive global capitation payments for 90 percent of the state's Medicaid population. 23 CCOs must help members gain access to social support services, and many are taking innovative approaches to addressing social barriers to health in their communities. 24 Emergency department visits declined by 9 percent among people served by CCOs, and hospital admissions for individuals with certain chronic conditions dropped by up to 29 percent, according to the state. These outcomes have obvious implications for the ability of the CCOs to manage patient costs within a capitated payment. 25 In Minnesota, Hennepin Health-a partnership of two providers, a health plan, and the county health and human services agency-receives a global payment to provide physical health, behavioral health, and social services, including vocational training, housing, and transportation, to low-income childless adults. 26 Providers and organizations are eligible for shared savings based on performance. 27 In its first year, Hennepin Health reduced hospital admissions and emergency room use for target patient populations by more than 20 percent. The partnership used the savings to finance a vocational services program. 28 Both Medicaid and Medicare are beginning to rely on bundled payment models. 29 For example, in January 2013 the Centers for Medicare and Medicaid Services (CMS) announced the first 100 participants in its Bundled Payments for Care Improvement Initiative, under which Medicare providers take performance and financial accountability for episodes of care. 30 Participating acute care hospitals receive a fixed fee for an episode of care, defined as an inpatient stay and all related services during a certain period after discharge. The hospital does not receive any additional payment if a patient is readmitted during that period. To reduce readmissions, hospitals-especially those serving large numbers of low-income patientshave a strong incentive to address their patients' social needs. A review of more than 70 studies that examined social factors in hospital readmissions among patients with heart failure and pneumonia found a link between those factors and readmission risk. For example, pneumonia patients who had low education levels and income, or who were unemployed, had a higher risk of readmission. 35 Similarly, a North Carolina transitional program for Medicaid enrollees that coordinated care management across physician, social services, and community organizations found that 20 percent of participants were readmission-free after one year, compared with 12 percent of a control group. 36 
Penalties for Readmissions
Shared Savings Programs
Shared savings programs incentivize providers to reduce spending on a defined patient population by offering them a share of savings realized as a result of their efforts-if they meet quality metrics. In Medicare alone, more than 360 accountable care organizations (ACOs) were participating in two shared savings initiatives as of January 2014. These are the Medicare Shared Savings Program (MSSP) and the Pioneer ACO Program, which together affect 5.3 million Medicare beneficiaries. 37 Almost an equal number of ACOs have shared savings agreements with commercial payers. Preliminary results are promising: 54 of 114 MSSP ACOs that began operating in 2012 had lower expenditures than projected for the first 12 months, while 29 of the 54 produced more than $126 million in savings. 38 Pioneer ACOs generated savings of $147 million during this period, with nine of the 23 ACOs exceeding both savings and quality benchmarks. 39 While the MSSP and Pioneer programs do not require ACOs to address patients' social needs, anecdotal evidence suggests that many of the most successful ones do. Montefiore Medical Center, in New York City, is an early and leading Pioneer ACO. Montefiore relies on several strategies to improve quality and outcomes and reduce spending. These include using a centralized system for collecting and analyzing data, actively following up with at-risk patients, and partnering with community organizations to provide "wraparound" services, such as housing, legal, financial, employment, and transportation assistance. 40 In its first year as an ACO, Montefiore reduced the cost of care for its 23,000 Medicare patients by 7 percent, and earned some $14 million in shared savings payments from CMS. 41 Montefiore is not alone in successfully managing the care of its ACO beneficiaries by targeting both clinical and social needs. 42 Alliance ACO in Indiana earned $6.6 million in shared savings for managing 20,000 high-need Medicare patients. And Phoenix-based Banner Health Network received $13 million in shared savings for managing the care of 50,500 Medicare beneficiaries. 43 Both include social supports in their care models. 44 
Enhanced-Reimbursement Models
The new payment models noted above do not require providers to address their patients' social needs, although many do, finding that such interventions can improve patient outcomes, reduce patient costs, and trigger more revenue. Models such as the patient-centered medical home (PCMH), in contrast, do require providers to address patient social needs as a prerequisite to payment. To achieve PCMH recognition, a provider must meet standards focused on organizing care around patients, by enhancing care coordination and supporting self-care by linking patients to local social service agencies.
As of April 2013, 43 states had adopted policies and programs to advance PCMHs, and 19 of those included multipayer initiatives. 45 Public and private payers are offering a range of additional payments to PCMH-recognized providers. 46 For example:
• In 2009, New York State began offering PCMHrecognized providers incentive payments for Medicaid fee-for-service and managed-care patients, ranging from $7 a visit for a provider with Level I recognition to $21.25 for a provider with Level III recognition. 47 From January 2010 to April 2013, New York State Medicaid paid PCMHrecognized providers more than $148 million in incentive payments. 48 • Providers in New York's Adirondacks region are participating in a multipayer medical home pilot that includes Medicare, Medicaid, and seven commercial health plans, each of which has agreed to pay PCMH-certified providers $84 per member per year over their regular reimbursement rates. One payer noted that that these upfront payments were a "leap of faith," but that it expected to break even by year three, and achieve a positive return on investment in years four and five. 49 Participating providers received about $2.3 million in such payments from 2010 to 2012. Under the ACA's health home provisions, CMS pays a 90 percent federal match for Medicaid health home programs that include community and social supports. 51 And in July 2013, CMS proposed regulations
Patient-Centered Medical Home in New York State Reduces Medicaid Costs
In the patient-centered medical home at the Hudson Headwaters Health Network in New York's Adirondack region, case managers screen and refer patients with social needs to the network's community resource advocate, who assists patients with housing, heat, food, and transportation needs, finds financial support for medical care and prescriptions, and helps them enroll in insurance and disability programs. The medical home initiative has produced a 7 percent drop in emergency department visits and a 15 percent to 20 percent drop in Medicaid costs.
Blue Cross in Michigan Requires Medical Homes to Refer Patients to Social Supports
Primary care providers and specialists participating in Blue Cross Blue Shield of Michigan's patient-centered medical home program must show that they:
• Maintain a database of community resources.
• Have received training in those resources, so they can identify and refer patients to them.
• Have created a systematic approach to assessing patients' needs and making referrals to community resources.
• Track referrals of high-risk patients to community resources, and work to ensure that the patients follow up on their referrals.
that would establish two new Medicare payment codes for complex care management that includes social supports. 52 That Medicare is proposing to reimburse health care providers for nonclinical services delivered outside clinical visits demonstrates both growing recognition of the importance of interventions that address social factors and the willingness of payers to support programs that include them.
INDIRECT ECONOMIC BENEFITS
In considering whether and how to invest in social interventions, providers will want to take into account indirect as well as direct economic returns that may inure to their benefit.
Employee Productivity
Some 40 percent of primary care physicians report that they are unable to spend enough time with their patients. 53 Yet many physicians spend a substantial share of a patient visit addressing social needs. 54 Interventions that address patients' social needs allow providers to reallocate their time to patients' physical needs, and can increase the capacity of clinicians to practice at the "top of their license." 55 Addressing patients' social needs also can boost office productivity by increasing employees' billable time. For example, after a health and human services agency in Boston instituted Health Leads, an intervention that connects individuals to resources that address their social needs, weekly billable minutes by the agency's pediatric social worker rose an average of 57 percent. 56 (See Appendix B and Appendix C for more on this example.)
Provider Satisfaction
Eighty percent of physicians do not feel adequately equipped to address their patients' social needs, and as a result do not believe they are providing high-quality care. 57 Physicians who believe that they are providing high-quality care are more than twice as likely to report that they are satisfied. 58 Interventions that address social needs can improve the satisfaction of providers and other employees. For example, providers and staff at Washington's Group Health medical home reported less staff burnout and emotional exhaustion than employees at control clinics. 59 
Patient Satisfaction
Many new health care delivery and payment models hold providers accountable for patient satisfaction. 60 For example, to be eligible for the maximum shared savings payment under the MSSP, ACOs must score well on eight measures of patient satisfaction, including patients' ratings of their providers.
Interventions that address patients' social needs have been shown to improve patient satisfaction. For example, in one intervention targeting low-income minority women with abnormal mammograms, patient navigators guided the women through their care and connected them to social supports. Women who participated in the intervention reported significantly higher satisfaction than women in a control group who received usual care-4.3 versus 2.9 on a five-point scale. 
STRATEGIES TO ADDRESS PATIENTS' UNMET SOCIAL NEEDS
Providers looking to address the social needs of their patients can tap a growing number of tools and techniques (Exhibit 1). These interventions fall into two buckets: those that focus broadly on connecting lowand modest-income patients with social supports, and those that target more medically complicated, high-cost patients through both clinical and social components.
The broad interventions typically depend on referrals from clinicians, who use a screening tool to identify patients' social needs and connect them to support services, usually within the clinical setting. For example:
• Health Leads, which operates in six cities, encourages health care providers to write prescriptions for patients' basic needs, such as food and heat. The prescriptions are filled by trained volunteers, who staff desks at hospitals and clinics and connect patients to community resources. 62 Across all sites, Health Leads volunteers addressed at least one need of 90 percent of patients referred to them. 63 • HelpSteps and Healthify offer electronic platforms that screen patients for unmet social needs in clinical settings, such as clinic waiting rooms.
Patients in the Boston area use HelpSteps on a laptop while waiting to see a doctor, and receive a printout of local social services that could help them address their unmet needs. 64 More than half of families that contacted the organization to which they were directed resolved their primary problem, according to HelpSteps. 65 Healthify developed a screening tool that patients can use on a tablet or in a kiosk in a waiting room. The tool transmits a list of each patient's social needs to the clinician. The tool also provides patients with a list of local, state, and federal resources that could help address their needs, and follows up with a text message.
66
• Medical-Legal Partnerships (MLPs) place lawyers and paralegals at health care institutions to help patients address legal issues that affect health status. The program has had marked success: a health system funding an MLP in rural Illinois obtained a 319 percent return on investment over a three-year period by helping individuals appeal Medicaid coverage denials. 67 An MLP in New
York targeting individuals with moderate to severe asthma produced a 91 percent decline in emergency department visits and hospital admissions among those receiving services to improve their housing conditions. 68 Targeted interventions, in contrast, integrate social supports into larger care management initiatives for individuals with chronic or debilitating medical conditions. For example: Homeless individuals connected to permanent housing showed a 32 percent drop in emergency department charges, compared with a 2 percent drop among those who were not connected to permanent housing. 70 • The Seattle-King County Healthy Homes Project in Washington State relies on community health workers to conduct home visits to low-income families with children with uncontrolled asthma, and to provide self-management and social support services. The project recruited families into a randomized, controlled trial through health clinics, hospitals, emergency departments, and referrals from community agencies. Urgent care costs among families receiving a high-intensity intervention were estimated to be up to $334 per child lower than among families receiving a less intensive intervention. The percentage of individuals using urgent care services also declined by almost twothirds during the intervention.
EXHIBIT 1. TECHNIQUES FOR ADDRESSING PATIENTS' SOCIAL NEEDS
71
• The Camden Coalition for Healthcare Providers in New Jersey operates a care management program for intensive users of health care services, providing connections to both medical and social services. The program relies on a citywide health information exchange to identify people who would benefit from the program. 72 Monthly hospital charges among 36 participants who completed the intervention fell by 56 percent, and their monthly emergency department and hospital visits declined by about 40 percent.
73
• The Community Asthma Initiative, run by Boston Children's Hospital, coordinates cares for low-income children with asthma, including by referring them to community-based services.
Nurse case managers use records of recent emergency department and hospital admissions to identify potential participants, and inform eligible families about the intervention by phone or during a hospital admission. At two-year followup, the intervention had saved $3,827 per child in decreased emergency department visits and hospitalizations.
74
(See Appendix B and Appendix C for more information on these examples.)
Both broad and targeted interventions aim to meet patients' medical and social needs holistically, as envisioned by the Triple Aim. Considerable evidence shows that broad interventions connecting individuals to social supports do ameliorate their social needsalthough evidence on improvements in health outcomes and reductions in health care spending stemming from each intervention is more limited.
There is more evidence showing that targeted interventions reduce costs and improve health outcomes. However, because these interventions target both the clinical and social needs of select patients, isolating the impact of the social component can be difficult. 75 Collecting better data on the impact of these programs is crucial, but providers report that obtaining funding to gather such information and pursue research can be difficult. 76 Nonetheless, given compelling evidence of links between social factors and patient health-and growing evidence of the success of interventions that address patients' unmet social needsmany providers have concluded that investing in such interventions will in fact improve health outcomes and lower costs. In short, they are not waiting for the final piece of evidence.
PAYING FOR SOCIAL INTERVENTIONS
Some providers are prepared to commit operating dollars to fund interventions connecting individuals to social supports, having determined that the direct and indirect economic benefits can support that investment.
Other providers remain unwilling or unable to commit operating funds. For those providers, "community benefit" spending by hospitals could be a source of funding.
To justify their tax-exempt status, nonprofit hospitals must provide a community benefit usually equal to the value of their tax exemption-estimated to total $13 billion annually. 77 While the majority of community benefit dollars have historically gone toward care for underinsured and uninsured patients, expanded coverage under the ACA should enable providers to shift some funds to programs that target social needs. 78, 79 For example, Kaiser Permanente, recognizing that the process of ameliorating patients' social needs may take place over time, has instituted a community benefit strategy that budgets these dollars across multiple years. 80 The Affordable Care Act requires tax-exempt hospitals to conduct a community health needs assessment and develop an implementation strategy for addressing identified needs every three years, 81 and the U.S. Centers for Disease Control and Prevention recommends that the assessments include information on the social determinants of health. 82 Tax-exempt hospitals must report their spending on activities benefiting the community to the Internal Revenue Service. Such activities may include alleviating water or air pollution to protect the community from environmental hazards, providing child care and mentoring programs, providing or rehabilitating housing for vulnerable populations, and advocating for policies and programs that improve housing and transportation. 83 The ACA is also triggering significant transformations in state-based systems for delivering and paying for health care, with social interventions often a key element of the emerging models. With funding from CMMI programs such as the State Innovation Model (SIM) Program and the Health Care Innovation Awards, states are designing, implementing, and evaluating a broad range of projects aimed at improving patient and community health, and advancing the Triple Aim. Medicaid waivers are likewise providing new funding opportunities through delivery system reform incentive payment (DSRIP) programs, which support state transformation plans. For example, New York's recently approved DSRIP program makes more than $6 billion available for revamping the state's delivery system, supporting, among other efforts, programs that bring together medical, mental health, and social service organizations as well as payers to move care from hospitals to the community.
Social impact bonds are another source of funds for serving patients' social needs. Such funds use private capital to support efforts to address complex social problems. If the efforts work, investors receive a portion of the cost savings or returns. 84 The Massachusetts Prevention and Wellness Trust Fund, created in 2012, offers yet another approach to funding interventions aimed at nonclinical determinants of health and wellness-focused activities. With a four-year, $60 million commitment of state funds, the fund will invest in a small number of communityclinical partnerships that, among other things, will link local residents to health-related resources and track referrals, to address nonclinical barriers to optimal health. 85 
CONCLUSION
Few working in health care would doubt the role that social factors play in patients' health. Until recently, however, that understanding did not translate into action by providers-no matter how many policy briefs called on them to expand their mind-set and mission from treating illness to advancing health. Today the health care system is poised for change, girded by the Triple Aim, supported by expanded insurance coverage, and financed by value-based approaches to reimbursement. With this confluence of sound economics and good policy, investments in interventions that address patients' social as well as clinical needs are starting to make good business sense. 
NOTES
ASSOCIAÇÃO SAÚDE CRIANÇA
After witnessing the vicious cycle of poverty in Brazil's public hospitals, Dr. Vera Cordeiro founded Associação Saúde Criança in 1991 and developed a social methodology to address the issues children and their families were facing trying to stay healthy. Saúde Criança is a Brazilian nonprofit and nongovernmental organization (NGO) dedicated to empowering families living below the poverty level to take care of themselves and achieve self-sustainability. As a result, they break the cycle of hospital readmissions. Saúde Criança's work is grounded in the belief that health status is social as well as biological, and that social inclusion is important to individuals and families' well-being.
Description of Model: Associação Saúde Criança works with health care providers at select public hospitals to identify families with unmet social needs. Upon referral, Saúde Criança helps the family develop a Family Action Plan addressing five domains: health care, income, housing, education, and citizenship. To assist families in meeting their goals, Saúde Criança provides a variety of supports, including medical, psychological, social, and legal services; food and medication; assistance with housing; and job training. Families enrolled with Saúde Criança visit the program monthly to check-in on their Family Action Plans, document progress toward goals, and address barriers. Saúde Criança makes extensive use of volunteers and employs social workers, psychologists, physicians, engineers, and architects.
Location of Intervention and Spread: Founded in Rio de Janeiro, the Saúde Criança model has been adopted and replicated by 23 NGOs near public health institutions throughout Brazil, benefiting more than 50,000 people over the life of the organization. Saúde Criança became a social franchise in 2010 and, as of 2012 there were 11 Saúde Criança franchises. The third largest municipality in Brazil has adopted Saúde Criança's model as public policy.
Population Served: Saúde Criança works with sick children and their families who are living below the poverty level. Candidates for their services are identified upon a child's admission to or interaction with one of Saúde Criança's partner public hospitals.
Social Determinants Addressed by Intervention: Saúde Criança and its multidisciplinary approach to developing a Family Action Plan address health care, income, housing, education, and citizenship.
Financing: Saúde Criança operates on an annual budget of $2 million for its services in Rio de Janeiro and additional funds in its other five states. Its primary source of funding is corporate and international donations.
Saúde Criança spends, on average, $320 per family per month to cover its services.
Key Outcomes • An evaluation of the intervention by Georgetown
University showed that it was associated with improved health outcomes, economic circumstances, and educational attainment.
• Children's hospital stays were an average of 90 percent shorter after participating in Saúde Criança. In addition, participating children were 11 percent less likely than comparable nonparticipating children to have needed a clinical treatment or surgery.
• Adults participating in Saúde Criança were approximately 12 percent more likely to be employed than similar nonparticipating adults in their community.
• Families receiving Saúde Criança's assistance saw a 35 percent average increase in their income.
• After participating in Saúde Criança, 50 percent of beneficiaries owned their homes, as compared with 
CAMDEN COALITION OF HEALTHCARE PROVIDERS
What began in 2002 as a small group of primary care providers meeting to discuss issues facing providers in Camden, New Jersey, became the Camden Coalition of Healthcare Providers, a well-respected community organizer focused on a collaborative approach to improving care delivery and patient outcomes. The Coalition "focuses on creating solutions from the providers and health systems sides of care," recognizing that no single provider or organization has the ability to solve a population or citywide problem alone. Today, the Coalition operates a care management program for high utilizers of health care services.
Description of Model: A care management team comprising a social worker, health outreach worker, and nurse practitioner assists participants with such activities as coordinating primary and specialty care, connecting to a medical home, obtaining housing and other public benefits, managing their legal needs, and meeting their personal goals. The Coalition makes extensive use of a health information exchange across providers in Camden to evaluate health outcomes and health care utilization of participants. Population Served: The Coalition targets highcost, complex patients who are often frequent utilizers of the city's EDs and hospitals. Coalition staff segment patients into two groups: patients with no source of primary care and who have significant social and "Work with our care management teams came out of looking at the data and getting really interested in the outliers-extreme patients who go to the emergency or hospital over and over. We decided to go out and meet patients, engage them, and follow them through the health care system and slowly we learned how to fix health care for the most extreme patients." -Dr. Jeffrey Brenner mental health issues, and patients with more stable primary care and less severe social issues. Each morning, Coalition staff review data on hospitalized patients and determine whether they are eligible for assistance. Once an individual is enrolled in the program, Coalition staff visit their home within 24 hours of discharge to begin providing services and with the goal of finding a primary care medical home.
Location of Intervention and
Social Determinants Addressed by Intervention: The Coalition aims to address all social determinants impeding their clients' pursuit and completion of identified goals. This may include, but is not limited to: housing, addiction, psychosocial issues, legal, and access to food.
Financing: The Coalition is primarily grantfunded, but it also receives some funding from hospitals whose patients benefit from the Coalition's services. The health information exchange utilized by the Coalition is supported by funding from local hospitals, health plans, and the federal government.
Key Outcomes
• After intervention, average hospital charges per month for 36 high utilizers fell by 56.4 percent from $1,218,010 to $531,203.
• After intervention, the average number of emergency department and hospital visits across 36 high utilizers decreased approximately 40 percent from 61.6 to 37.2 visits per month.
• By helping high utilizers obtain insurance, provider reimbursement increased by 52 percent.
• A study of 36 high utilizers found that after intervention, hospital costs and utilization decreased, while hospital reimbursement increased.
• The Coalition is currently conducting a randomized controlled trial. 
CITY HEALTH WORKS
After leading the One Million Community Health Workers Campaign, an initiative to accelerate community health worker programs in sub-Saharan Africa, Dr. Prabhjot Singh sought to bring the "most scalable and transferrable model" from Africa to the United States. The result was City Health Works, a social enterprise founded by Manmeet Kaur in 2011 with Dr. Singh as a technical advisor, which is currently piloting its community health worker model in East Harlem in New York City.
Description of Model:
In the City Health Works model, individuals deemed eligible for the program because of their diagnosis of diabetes or hypertension are "onboarded" in a community clinic and connected to a community health worker coach. The community health worker meets with the individual at his or her home to assess goals, and performs three primary functions: 1) assists in the early detection of diabetes or hypertension complications; 2) coaches the individual on self-management of diabetes or hypertension; and 3) performs care coordination activities. The community health worker also conducts community and service mapping to match individuals with needed assistance. While in the community, the community health workers communicate with nurses and clinics by phone and a mobile decision-support application. City Health Works aims to engage networks within communities to "target an entire microenvironment," such that the intervention improves both the health of participating individuals and the community as a whole.
Location of Intervention and Spread: Currently, City Health Works is piloting its intervention in East Harlem and plans to expand to other cities in the United States in coming years. In 2014, the organization anticipates implementing its model in Dallas.
Population Served: City Health Works targets individuals with diabetes and hypertension who have a moderate readmission risk. It is considering widening its target population to include individuals who are both higher and lower risk.
Social Determinants Addressed by Intervention: As part of their role as coaches, City Health Works' community health workers connect individuals to community services and organizations, such as those providing assistance related to food and shelter.
Financing: The majority of City Health Works' financing is currently through foundation support. It also receives payments from a hospital's operating budget for being a component of the hospital's patientcentered medical home. City Health Works is working with three insurance providers to determine optimal pricing of services. In August 2013, City Health Works submitted an application for a $5,721,280 Center for Medicare and Medicaid Innovation (CMMI) Health Care Innovation Award. The organization aims to achieve revenue sustainability within three to four years. 
HEALTH LEADS
Founded in 1996, Health Leads envisions a health care system that addresses all patients' basic resource needs as a standard part of patient care. In the clinics where Health Leads operates, physicians can prescribe food, heat, and other basic resources their patients need to be healthy, alongside prescriptions for medication. Patients then take those prescriptions to a Health Leads' desk in the clinic waiting room, where a corps of highly trained college student Advocates work side-by-side with patients to access community resources and public benefits. 
Trained lay workforce:
Health Leads' corps of college student Advocates are competitively recruited, trained, and supervised by fulltime, clinic-based staff with social work/case management experience.
Patient engagement:
Advocates follow-up weekly with patients until they secure the needed resources, providing targeted guidance on how to navigate financial, linguistic, and bureaucratic obstacles.
Technology:
Health Leads has developed a technology platform to drive resource connections via a client management database and a linked resource directory with a search engine, mapping feature, and geography-specific information.
Data and analytics:
This technology platform also includes back-end analytics capacity, enabling Health Leads to equip clinics with real-time, population-level data about their patients' social needs.
Location of Intervention and Spread:
Health Leads desks are located in adult and pediatric outpatient clinics, newborn nurseries, ob/gyn clinics, and community health centers in six cities across the United States. Last year, Health Leads' 900 Advocates served 11,500 patients in 23 clinics in Baltimore, Boston, Chicago, New York City, Providence, and Washington, D.C.
Population Served: Health Leads targets lowincome patients and their families who have unmet social needs.
Social Determinants Addressed by Intervention: Health Leads' scope of services includes multiple categories of patient social needs, ranging from food assistance to adult education. A recent analysis found that the most prevalent needs of Health Leads' client population were: education, housing assistance, utilities assistance, food assistance, and employment.
Financing: Health Leads' primary funding sources are philanthropic dollars and fees from partner health care institutions, drawn from operating budget, community benefit, or philanthropic dollars.
Key Outcomes
• A 2010 study of a Health Leads site in Baltimore found that 90 percent of families using the Health Leads desk were satisfied with the connection made by Health Leads. Ninety percent of patients with whom Health Leads worked successfully solved at least one need or reported that they are equipped to secure resources with the information provided by Health Leads and without further assistance.
• A time series analysis conducted at The Dimock Center in Boston demonstrated that the health center's pediatric social worker's average weekly billable minutes increased by 57 percent after the implementation of Health Leads. Description of Model: HelpSteps exists in two forms: 1) a "guided search," where individuals fill out a questionnaire that identifies their social needs, such as assistance with obtaining food or accessing health insurance; and 2) a "direct search" that allows users to skip the questionnaire and directly find resources to help them. Services are categorized into 13 social domains, including access to health care, food security, income security, housing, domestic violence, and others. In both cases, the platform identifies community-based organizations that can support the individual.
Location of Intervention and Spread: Currently, HelpSteps has been implemented in locations across Boston Children's Hospital, such as waiting rooms, and in at least two other health care facilities in the Boston area. It is the backbone referral system for the Boston Public Health Commission's "Mayor's Health Line." A pilot program is also under way at a community-based clinic in Little Rock, Arkansas. HelpSteps is in discussion with other providers in Massachusetts and Rhode Island about further expansion. The Boston-oriented version of the platform is publicly available at https:// www.helpsteps.com/home.html.
Population Served: HelpSteps targets lowincome families.
Social Determinants Addressed by Intervention: HelpSteps targets a wide range of social determinants of health. Its platform directs individuals to community-based resources for issues including housing, food, employment, safety equipment, education, parenting, and transportation.
Financing: Thus far, HelpSteps has primarily been funded through research and service grants totaling approximately $500,000.
• Forty percent of young adults receiving a referral through HelpSteps contacted the referral organization selected through HelpSteps. Of the families that were in touch with the referral organization, more than 52 percent resolved their main problem.
• A study of families with young children showed that more than 90 percent of families would be receptive to HelpSteps becoming integrated into their annual physical.
• A qualitative study of adolescents and young adults found that more than 95 percent would recommend HelpSteps to a friend. • Health care team members identify patients' healthharming legal needs by implementing screening procedures;
• Legal professionals treat individual patients' existing health-harming legal needs with triage, consultations, and legal representation;
• Health care and legal professionals jointly treat multiple patients' existing health-harming legal needs by changing clinical or institutional policies; and
• Health care and legal professionals jointly prevent additional health-harming legal needs broadly by improving policies and regulations that have an impact on population health.
Location of Intervention and Spread:
There are MLPs at more than 250 hospitals and health centers across the United States.
Population Served: MLPs target low-income and other vulnerable populations. Some MLPs focus on specific populations including children and families, "We are convinced the MLP model is an effective way to address social determinants and make the shift from emergency care to more preventive strategies. It's an intervention that more than 250 hospitals and health centers have already embraced." -Ellen Lawton elderly patients, patients with HIV, chronically ill adults, oncology patients, Medicaid patients, and veterans.
Social Determinants Addressed by Intervention: The MLP model addresses unmet legal needs and legal barriers that impede health, including income, health insurance, housing and utilities, education and employment, legal status/immigration, and personal safety and stability.
Financing: MLPs are financed through a variety of strategies and sources, predominantly at the local level and predicated on leveraging and matching existing institutional and community resources, including health care institutions' operating budgets, community benefit dollars, local and regional private philanthropy, and, increasingly, state and federal funding streams targeting the social determinants of health for specific populations.
Key Outcomes
• An MLP between a federally funded legal aid agency and a community health clinic in rural Illinois assisted individuals with appealing Medicaid coverage denials, and it obtained a 319 percent return on investment over a three-year period by obtaining reimbursement through health care recovery dollars. *
• A small pilot study of adults with moderate to severe asthma who received services through an MLP in New York demonstrated a 91 percent decline in emergency department visits and hospital admissions. Approximately 92 percent of participants experienced a decrease of at least two asthma severity classes.
• 70 percent of providers felt that their institution's use of an Atlanta MLP saved them time that they could use on other cases. 
Awards and Recognitions
Community Asthma Initiative
The Community Asthma Initiative is an intervention operated out of Children' s Hospital Boston and a community health center, in which nurse case managers provide care coordination services for low-income children with asthma. The families receive home visits from nurses or community health workers supervised by nurses, who assess the families' homes for asthma triggers, provide asthma remediation items, and connect families to community-based services. 
Geriatric
Resources for Assessment and Care of Elders (GRACE)
The GRACE intervention begins with a home visit by a nurse practitioner-led support team to assess low-income seniors' medical and psychosocial needs. The support team reports its findings to a larger group of health care professionals, which develops and implements a care plan to address the individual' s needs, including those related to home safety and social support. m For individuals with a high-risk of hospitalization, a randomized controlled trial found similar costs between individuals participating in GRACE and a comparison group receiving usual care during the two years of the study. However, in the year following the intervention, individuals at high-risk of hospitalization participating in GRACE had significantly lower total mean costs than similar individuals in the comparison group; a difference of $5,088 v. $6,575, respectively. n Individuals receiving the intervention had a significantly lower rate of emergency department visits over a two-year period than individuals receiving usual care (1,445 per 1,000 v. 1,748 per 1,000). In addition, GRACE participants experienced statistically significant improvements on the SF-36 quality of life instrument in the areas of general health, vitality, social functioning, and mental health as compared with the usual care group. 
Health Leads
In the clinics where Health Leads operates, physicians and other members of the clinical team can systematically screen their patients for unmet social needs and prescribe resources to meet those needs. Trained student Advocates connect the patients to community resources by leveraging a client management database and resource inventory. They then conduct follow-up to ensure the services were received, and loop back to the referring provider. 
Seattle-King County Healthy Homes Project
The Seattle-King County Healthy Homes Project is an intervention in which community health workers conduct home visits for families of low-income children with uncontrolled asthma. Intervention participants received selfmanagement support services including a home assessment for environmental triggers, help with reducing exposure to asthma triggers, and assistance in developing skills to better control asthma, such as correct use of medications. u Urgent care costs for participants in the high-intensity version of the intervention were estimated to be $201-$334 per child less than those in the low-intensity version of the intervention. v For participants in the high-intensity version of the intervention, from baseline to the period postintervention, the percentage of participants using urgent health services over the past two months declined from 23.4% to 8.4%, a greater decline than observed in the low-intensity group. In addition, symptom-free days and asthma-related quality of life for the children' s caregivers improved more among families in the high-intensity group. The COMMONWEALTH FUND
